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Role of CT and MRI in the Preoperative 
Evaluation of Thyroid Nodules and 
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In the preoperative evaluation of the patients with thyroid nodules and differentiated thyroid cancer, we aimed 
to review the basics for the acquisition and interpretation of CT (computed tomography) and MRI (magnetic 
resonance imaging) and to describe imaging checklists that radiologists should know about. Familiarity with 
CT and MRI checklists in the preoperative evaluation of thyroid cancer may help surgeons in treatment planning 
and patient management. 
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Introduction
High-resolution ultrasonography is the current 
imaging modality of choice for evaluating the thyroid 
nodule because it has better sensitivity and specificity 
in differentiating between benign and malignant no-
dules. According to the 2009 Revised American 
Thyroid Association management guideline, routine 
use of alternative imaging modalities such as CT 
(computed tomography) and MRI (magnetic resonance 
imaging) is not recommended.1) However, CT and MRI 
may be preferable in some clinical settings because 
they provide additional anatomical information about 
the surrounding cervical structures including the 
thyroid gland.2-4) It is especially helpful to use CT or 
MRI when ultrasonographic evaluation is uninformative, 
as in a case of retrotracheal or mediastinal invasion 
of thyroid cancer or extensive lymph node metastasis.
The purposes of this study are to review the basic 
imaging techniques of CT and MRI and to describe 
imaging checklists that radiologists should know about 
during the preoperative interpretation of CT and MRI 
in the patients with thyroid nodules and differentiated 
thyroid cancer.  
Imaging Techniques of CT and MRI
CT is usually performed in the supine position with 
mild neck extension, according to the general 
acquisition method of neck CT after intravenous 
contrast administration. Placing the patient’s arms by 
the side can minimize exaggeration of the substernal 
goiter excursion on the acquired image.5) Axial images 
are acquired vertical to the hard palate from the skull 
base to the superior mediastinum with a reconstructed 
slice thickness of approximately 3 mm. It is reco-
mmended that a total of 100 ml of an iodinated 
contrast agent be injected intravenously at the rate 1.5
∼3 ml/s using an automated injector, and scan delay 
time is 40∼60 sec after contrast administration. 
However, some authors suggest that earlier image 
acquisition in the arterial or early equilibrium phase 
can distinguish, with more sensitivity, metastatic lymph 
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Fig. 1. A 74-year-old man with thyroid cancer. Lymph node
enlargement in the central compartment (arrow) is well 
depicted on contrast-enhanced CT with coronal reformatted
images.
Fig. 2. A 49-year-old woman
with normal thyroid function. 
(A and B) Normal thyroid 
gland shows higher attenua-
tion compared to the adja-
cent structures on nonenha-
nced CT (A) and homo-
geneous contrast enhance-
ment on contrast-enhanced 
CT (B). 
nodes of thyroid cancer from the reactive ones, be-
cause most thyroid malignancies and their metastatic 
lymph nodes are hypervascular.6) Additionally, pre-
contrast CT is helpful in detecting calcification of the 
thyroid nodule and differentiating tumor recurrence 
from remnant thyroid tissue, however routine acqui-
sition of precontrast images is not usually recom-
mended. 
Multi-detector row computed tomography (MDCT), 
now commonly used, provides better image quality 
with rapid image acquisition and various multiplanar 
reformation techniques. Sagittal or coronal reformatted 
images might be especially helpful for evaluating 
lymph node enlargement in the central compartment 
and substernal extension of a goiter (Fig. 1). 
MRI is generally performed by positioning the patient 
in the same way as for CT and coils appropriate to 
neck imaging, T1-, T2-weighted, and gadolinium- 
enhanced images with 5-mm section thickness are 
usually acquired.
MRI is more useful than CT, especially in evaluating 
tumor invasion in the trachea, esophagus, and sur-
rounding muscles because of better soft tissue con-
trast.2) Recently, it has been reported that the apparent 
diffusion coefficient (ADC) is also helpful in differen-
tiating benign and malignant thyroid nodules.7) 
Imaging Characteristics of 
Thyroid Gland
In CT, the normal thyroid gland shows higher atte-
nuation in comparison with adjacent cervical struc-
tures with an 80∼100 Hounsfield unit (HU) because 
it contains an approximately 100-fold higher concen-
tration of iodine than serum (Fig. 2). Therefore, CT 
attenuation of the thyroid gland prior to contrast admi-
nistration reflects the function of the thyroid gland.8) An 
iodine contrast agent may impair iodine uptake by the 
thyroid for up to 4 weeks, thus caution should be 
taken for patients anticipating postoperative radioactive 
iodine treatment for the CT examination and treatment 
schedules.9)
On MRI, in comparison with adjacent muscles, the 
thyroid gland showed iso- or slight hyperintensity on 
T1-weighted images, hyperintensity on T2-weighted 
images, and homogeneous contrast enhancement 
(Fig. 3). It is the benefit of gadolinium contrast agent 
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Fig. 3. A 45-year-old woman
with normal thyroid function. 
(A-C) In comparison to adja-
cent muscles, the thyroid gland
shows high signal intensity 
on T2-weighted MR images 
(A), iso- to hyperintensity on 
T1-weighted MR images (B),
and homogeneous contrast 
enhancement (C).
Fig. 4. A 56-year-old woman
with thyroid cancer. (A and 
B) Focal enhanced soft-tissue
signal in the right lateral wall
of tracheal cartilage on axial 
fast spin-echo T2- weighted
MR images (A) and contrast-
enhanced T1-weighted MR 
images (B) suggest tracheal 
invasion of thyroid cancer. 
that does not impair iodine uptake. 
Imaging Checklists in 
Preoperative Evaluation
Assessment of adjacent tissue invasion and pre-
operative staging
The preoperative staging is essential in order to 
select the appropriate surgical extent and to predict 
patient’s prognosis.1,10) Staging for thyroid cancer is 
now based on the recently issued seventh edition of 
the AJCC/UICC (American Joint Committee on Cancer/ 
International Union Against Cancer) TNM classification 
system in 2009.11)
MRI is used to assess adjacent organ invasion of 
thyroid cancer (i.e. the trachea, esophagus, carotid 
artery, muscles) and for preoperative staging. When 
an intraluminal mass, soft-tissue signal in tracheal 
cartilage, or tumor circumference ＞180o around the 
trachea are observed on MRI, tracheal invasion may 
be suspected (Fig. 4).12) A circumferential mass ＞180o 
or focal T2 signal abnormality on the esophageal wall 
suggests the presence of esophageal invasion (Fig. 
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Fig. 5. A 62-year-old man 
with thyroid cancer. (A and 
B) Axial fast spin-echo T2- 
weighted MR image with fat 
saturation shows esophageal
invasion by thyroid cancer 
(A, arrow) and dilatation of 
proximal esophageal lumen 
(B, arrow). (C) Barium swallow
study also demonstrates eso-
phageal invasion.
Fig. 6. A 67-year-old man 
with thyroid cancer. (A and 
B) Axial contrast-enhanced 
CT shows effacement of nor-
mal fatty tissue in the trach-
eoesophageal groove by the
thyroid cancer (A, arrow) and
paralysis of the right true 
vocal cord (B). 
5).13) In addition, the effacement of normal fatty tissue 
in the tracheoesophageal groove may be a predictive 
factor of recurrent laryngeal nerve invasion (Fig. 6),14) 
and signal alteration of muscles or the presence of 
contrast enhancement in muscle suggests muscle 
invasion of tumor.15,16)
CT also can depict intraluminal mass or tumor 
extension into tracheoesophageal groove, but MRI is 
superior, especially in the evaluation of tumor invasion 
into the adjacent soft tissue organ.
Assessment of lymph node metastasis
The spread pattern and prognosis of lymph node 
metastasis of thyroid cancer are completely different 
from other head and neck cancers and their N 
staging follows a different classification method. The 
first drainage route of thyroid cancer is level VI, such 
as the paralaryngeal, paratracheal, and prelaryngeal 
areas. CT has slightly higher sensitivity and specificity 
than ultrasonography in the detection of lymph node 
metastasis in the central and lateral compartments of 
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Fig. 7. A 65-year-old woman
with thyroid cancer. (A) Axial 
fast spin-echo T2-weighted 
MR image with fat saturation 
shows lymph node meta-
stasis of thyroid cancer in 
retropharyngeal space (arrow).
(B) Axial contrast-enhanced 
CT shows lymph node meta-
stasis of thyroid cancer in the
mediastinum (arrow). 
Fig. 8. A 57-year-old woman
with thyroid cancer. (A and 
B) Axial contrast-enhanced 
CT (A) and axial T2-weighted
fast spin-echo MR image 
with fat saturation (B) show 
cystic lymph node metastasis
of papillary thyroid cancer. 
(C) Fluid-fluid level (arrow) is
seen within the lymph node 
on axial T2-weighted fat- 
saturated fast spin-echo MR 
image.
the neck.6,17,18) Particularly, CT and MRI are useful for 
assessing the lymph node metastasis in the retropha-
ryngeal space and the mediastinum that could not be 
assessed by ultrasonography (Fig. 7). 
To differentiate metastatic lymph nodes from benign 
lymph nodes, diverse imaging methods have been 
suggested but definite diagnostic imaging criteria have 
not yet been established. The criteria of a pathological 
lymph node on CT and MRI are based on size in other 
head and neck cancers and if the minimum or 
maximum diameter of a lymph node is longer than 10 
mm, it is considered a pathologic lymph node.19) It has 
been also known that cystic or necrotic change, 
calcification, dense cortical enhancement without hilar 
vessel enhancement, and focal area of high attenu-
ation on precontrast CT are findings suggestive of 
lymph node metastasis of thyroid cancer on CT.6,17,20,21) 
Lymph nodes showing cystic changes, even when 
small in size, are an especially distinct sign of papillary 
thyroid carcinoma metastasis (Fig. 8).
CT/MRI in the Preoperative Evaluation of Thyroid Cancer
139 J Korean Thyroid Assoc 
Fig. 9. A 39-year-old man 
with a substernal goiter. (A) 
Coronal contrast-enhanced 
T1-weighted MR image de-
monstrates substernal ex-
tension of a goiter. (B) Axial 
T1-weighted MR image de-
picts the relationship of the 
goiter to the major neck vessels
in the mediastinum.
Fig. 10. A 41-year-old woman with a lateral neck mass incidentally found during a check-up. (A) Sonogram demonstrates
an echogenic mass (arrow) in the right lower neck, anterolatera l to the common carotid artery, which shows similar echotexture
to that of the thyroid gland. (B) Coronal nonenhanced CT shows small ectopic thyroid tissue (arrow) in the right lower lateral
neck and coexisting normally located thyroid gland, which show higher attenuation in comparison with adejacent cervical 
structures. Fine needle aspiration biopsy reveals a thyroid tissue. 
Evaluation of mediastinal extension
For cases of substernal goiter, CT and MRI accurately 
evaluate the size and extent of the enlarged thyroid 
gland prior to surgery and depict its relationship to the 
blood vessels in the mediastinum (Fig. 9). Sternotomy 
or thoracotomy could not be avoidable when the 
patient had an intrathoracic goiter.22) 
Detection of ectopic or accessory thyroid tissue
Ectopic thyroid tissue can be found at any location 
along the migration path from the foramen cecum to 
the mediastinum. The lingual thyroid is most common, 
accounting for 90% of reported cases, and other rare 
sites of ectopic thyroid gland include the mediastinum, 
esophagus, lung, heart, aorta, breast, and abdomen. 
The most common site of ectopic thyroid tissue in 
neck is the submandibular region, and other rare 
locations such as carotid bifurcation have been re-
ported.23)
Ecpotic thyroid tissue can exist with or without a 
coexisting normally located thyroid gland and it is the 
only functional thyroid tissue in 70∼80% of cases, 
which radiologists should know. CT can be helpful in 
the simultaneous detection of ectopic thyroid tissue 
and a normally functioning thyroid gland (Fig. 10). 
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Fig. 11. A 63-year-old woman
with hypopharyngeal cancer 
revealed on MRI. (A) Sono-
gram of thyroid gland shows 
an hypoechoic mass in the 
right thyroid lobe. (B and C)
Axial T2-weighted fast spin-
echo MR images show hypo-
pharyngeal cancer arising from
the right pyriform sinus (B, 
arrow) and thyroid invasion 
by the tumor (C, arrow). 
Fig. 12. A 40-year-old woman with thyroid cancer. The right
aberrant subclavian artery (arrow) is incidentally seen on axia l
contrast-enhanced CT, suggesting the presence of a right 
non-recurrent inferior laryngeal nerve. 
Differentiation from other neck masses
The trachea, hypopharynx, esophagus, parathyroid 
glands, lymph nodes, and other cervical structures are 
located near the thyroid gland. Many lesions origi-
nating from the anterior neck could mimic thyroid 
nodules.24) Ultrasonography has limitations in evaluating 
deep cervical structures, and CT or MRI is required 
to accurately assess the anatomic origins of neck 
masses and determine the character and extent of the 
lesion (Fig. 11). 
Identification of anatomical variations 
When an aberrant right subclavian artery exists, the 
recurrent laryngeal nerve does not follow the normal 
traveling pathway and branches directly from the 
vagus nerve instead of taking a recurrent course and 
traveling below the subclavian artery. Thus, it is 
referred to as the “non-recurrent inferior laryngeal 
nerve.” It is a developmental anatomical variation, and 
this rare entity should be considered when identifying 
the recurrent laryngeal nerve during thyroid gland 
surgery (Fig. 12). The incidence has been reported to 
be 0.52∼0.7% and it appears only on the right 
side.25,26)
Conclusion
CT and MRI are alternative imaging modalities in the 
evaluation of thyroid cancer because of their lower 
sensitivity and specificity in the detection and charac-
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terization of thyroid nodule than ultrasonography. 
However, in order to select the appropriate surgical 
procedure in the patients with thyroid cancer, accurate 
preoperative evaluation of disease extent and reco-
gnition of anatomic variations which surgeons need to 
know by CT or MRI are essential. Therefore, the 
imaging checklists in the preoperative interpretation of 
CT and MRI should be made known to the radio-
logists. 
References
1) American Thyroid Association (ATA) Guidelines Taskforce 
on Thyroid Nodules and Differentiated Thyroid Cancer, 
Cooper DS, Doherty GM, Haugen BR, Kloos RT, Lee SL, 
Mandel SJ, et al. Revised American Thyroid Association 
management guidelines for patients with thyroid nodules and 
differentiated thyroid cancer. Thyroid 2009;19(11):1167-214.
2) Friedman M, Toriumi DM, Mafee MF. Diagnostic imaging 
techniques in thyroid cancer. Am J Surg 1988;155(2):215-23.
3) Higgins CB, Auffermann W. MR imaging of thyroid and 
parathyroid glands: A review of current status. AJR Am J 
Roentgenol 1988;151(6):1095-106. 
4) Ishigaki S, Shimamoto K, Satake H, Sawaki A, Itoh S, Ikeda 
M, et al. Multi-slice CT of thyroid nodules: Comparison with 
ultrasonography. Radiat Med 2004;22(5):346-53. 
5) Pollard DB, Weber CW, Hudgins PA. Preoperative imaging 
of thyroid goiter: How imaging technique can influence 
anatomic appearance and create a potential for inaccurate 
interpretation. AJNR Am J Neuroradiol 2005;26(5):1215-7.
6) Ahn JE, Lee JH, Yi JS, Shong YK, Hong SJ, Lee DH, et 
al. The diagnostic accuracy of CT and ultrasonography for 
evaluating metastatic cervical lymph nodes in patients with 
thyroid cancer. World J Surg 2008;32(7):1552-8. 
7) Razek AA, Sadek AG, Kombar OR, Elmahdy TE, Nada N. 
Role of apparent diffusion coefficient values in differentiation 
between malignant and benign solitary thyroid nodules. AJNR 
Am J Neuroradiol 2008;29(3):563-8.
8) Imanishi Y, Ehara N, Mori J, Shimokawa M, Sakuyama K, 
Ishikawa T, et al. Measurement of thyroid iodine by CT. J 
Comput Assist Tomogr 1991;15(2):287-90.
9) Nygaard B, Nygaard T, Jensen LI, Court-Payen M, 
Søe-Jensen P, Nielsen KG, et al. Iohexol: Effects on uptake 
of radioactive iodine in the thyroid and on thyroid function. 
Acad Radiol 1998;5(6):409-14.
10) Shimamoto K, Satake H, Sawaki A, Ishigaki T, Funahashi 
H, Imai T. Preoperative staging of thyroid papillary carcinoma 
with ultrasonography. Eur J Radiol 1998;29(1):4-10.
11) Edge SB, Byrd DR, Compton CC, Fritz AG, Greene FL, 
Trotti A, editors. AJCC cancer staging manual. 7th ed. New 
York, NY: Springer, 2010.
12) Wang JC, Takashima S, Takayama F, Kawakami S, Saito A, 
Matsushita T, et al. Tracheal invasion by thyroid carcinoma: 
Prediction using MR imaging. AJR Am J Roentgenol 2001; 
177(4):929-36.
13) Roychowdhury S, Loevner LA, Yousem DM, Chalian A, 
Montone KT. MR imaging for predicting neoplastic invasion 
of the cervical esophagus. AJNR Am J Neuroradiol 2000;21(9): 
1681-7.
14) Takashima S, Takayama F, Wang J, Kobayashi S, Kadoya 
M. Using MR imaging to predict invasion of the recurrent 
laryngeal nerve by thyroid carcinoma. AJR Am J Roentgenol 
2003;180(3):837-42.
15) Mafee MF, Rasouli F, Spigos DG, Valvassori GE, Friedman 
M, Capek V. Magnetic resonance imaging in the diagnosis of 
nonsquamous tumors of the head and neck. Otolaryngol Clin 
North Am 1986;19(3):523-36.
16) Murphy WA, Totty WG, Carroll JE. MRI of normal and 
pathologic skeletal muscle. AJR Am J Roentgenol 1986;146(3): 
565-74.
17) Kim E, Park JS, Son KR, Kim JH, Jeon SJ, Na DG. 
Preoperative diagnosis of cervical metastatic lymph nodes in 
papillary thyroid carcinoma: Comparison of ultrasound, com-
puted tomography, and combined ultrasound with computed 
tomography. Thyroid 2008;18(4):411-8.  
18) Jeong HS, Baek CH, Son YI, Choi JY, Kim HJ, Ko YH, et 
al. Integrated 18F-FDG PET/CT for the initial evaluation of 
cervical node level of patients with papillary thyroid carcinoma: 
comparison with ultrasound and contrast-enhanced CT. Clin 
Endocrinol (Oxf) 2006;65(3):402-7.
19) van den Brekel MW, Stel HV, Castelijns JA, Nauta JJ, van 
der Waal I, Valk J, et al. Cervical lymph node metastasis: 
Assessment of radiologic criteria. Radiology 1990;177(2):379-84. 
20) Som PM, Brandwein M, Lidov M, Lawson W, Biller HF. 
The varied presentations of papillary thyroid carcinoma cervical 
nodal disease: CT and MR findings. AJNR Am J Neuroradiol 
1994;15(6):1123-8.
21) Na DG. Recent update in diagnosis of metastatic lymph nodes 
in patients with thyroid carcinoma: Radiological diagnosis. J 
Korean Thyroid Assoc 2009;2(1):7-14.
22) Silverman PM, Newman GE, Korobkin M, Workman JB, 
Moore AV, Coleman RE. Computed tomography in the 
evaluation of thyroid disease. AJR Am J Roentgenol 1984;142(5): 
897-902.
23) Hollander EJ, Visser MJ, van Baalen JM. Accessory thyroid 
gland at carotid bifurcation presenting as a carotid body tumor: 
Case report and review of the literature. J Vasc Surg 2004;39(1): 
260-2.
24) Kwak JY, Kim EK, Park SY, Kim MJ, Moon WJ, Choi SH, 
et al. Findings of extrathyroid lesions encountered with thyroid 
sonography. J Ultrasound Med 2007;26(12):1747-59.
25) Toniato A, Mazzarotto R, Piotto A, Bernante P, Pagetta C, 
Pelizzo MR. Identification of the nonrecurrent laryngeal nerve 
during thyroid surgery: 20-year experience. World J Surg 
2004;28(7):659-61.
26) Abboud B, Aouad R. Non-recurrent inferior laryngeal nerve in 
thyroid surgery: Report of three cases and review of the literature. 
J Laryngol Otol 2004;118(2):139-42.
